D
uring an influenza pandemic, approximately 30% of the population can become ill over a 12-to 18-month period. 1 To reduce morbidity and mortality during a severe pandemic, public health officials will need efficient methods to distribute prescription antiviral medication (antivirals) to large numbers of ill people. Because influenza pandemics typically trigger multiple waves of illness, this effort will need to be sustained over an extended period of time. And because antivirals are more effective if taken within 48 hours of symptom onset, distribution must occur quickly. This may be challenging to accomplish through conventional channels if the healthcare system is overwhelmed by sick and worried people. A successful response to such a large-scale demand for antivirals requires careful advanced planning, including the development of publicly acceptable alternative strategies both for prescribing and dispensing antivirals and for disseminating information about influenza and its treatment. [2] [3] [4] Prior to the 2009 H1N1 influenza pandemic, state and local public health authorities developed preparedness plans to facilitate the rapid dispensing of antiviral medications. 5 Nevertheless, health departments in several states reportedly lacked sufficient resources to efficiently distribute and dispense antivirals in 2009 for what ultimately was a mild to moderate pandemic. 6 To improve response efforts for future pandemics, the Centers for Disease Control and Prevention (CDC) and its partners are exploring new prescribing, distribution, and dispensing strategies to ensure that ill people with influenza receive antiviral medications and information in a timely manner. Options under consideration include:
Nurse Triage Lines (NTLs)-Telephone hotlines that people with influenzalike illness could call for advice about when and where to seek care, to find out whether antiviral medications are indicated, and, possibly, to receive a prescription that would be directly transmitted to the caller's local pharmacy for dispensing. These hotlines would be staffed by supervised nurses who would follow a specific protocol.* Nurse triage lines might be built onto an existing hotline infrastructure (eg, 2-1-1 call lines and poison control centers) and could be linked to medical hotlines currently operated by health plans, hospitals, and public health agencies. 7 Antiviral Pick-Up and Delivery by Community Contacts-An array of strategies could be adopted to encourage family members, friends, or neighbors to pick up antiviral medications on behalf of people with influenzalike illness. In alignment with likely CDC pandemic recommendations, this strategy allows sick people to stay home and avoid contact with others. 8 Coordinated programs might be set up through local community and faith-based organizations whose staff or volunteers could provide this service for those who have no one to pick up their medications. Pharmacist Prescribing under Collaborative Practice Agreements-A person sick with influenzalike symptoms could visit a pharmacist who has agreed to follow an approved protocol set forth in a signed ''Collaborative Practice Agreement'' (CPA) with a sponsoring physician. Most states already provide regulatory authority for delivery of limited patient care services through CPAs. 9 Two strategies to enhance communication of information about influenza diagnosis and treatment are also under consideration:
A Web-Based Tool-Using age-specific algorithms, 10, 11 public health agencies could provide internet users with a way to determine if their symptoms are consistent with influenza and to assess their level of risk for developing serious complications of the disease. Those who meet prespecified criteria could be advised to contact a nurse advice line for specific guidance on when and where to seek care, including information about antiviral medications. Text-Messaging Tool-A voluntary opt-in system could be used to send automated text messages at regular intervals to people who have been prescribed antivirals. Messages would inform people about how to take the antivirals, potential side effects, and when and where to seek care if their condition worsens or if they experience severe side effects. Automated messages also could be sent at timed intervals to remind people to take their medicine.
All of these strategies are being actively explored by CDC and its partners for their potential utility during future pandemics. Recognizing that the general public's perception of these possible strategies is of utmost importance, the Institute of Medicine's Forum on Medical and Public Health Preparedness for Catastrophic Events (IOM), with technical assistance from CDC, organized and convened a series of public engagement activities (''Community Conversations'') to explore the public's perception of the safety, feasibility, and acceptability of potential alternative strategies for dispensing antiviral medications and providing information to the public during a future severe influenza pandemic. 2 In this article we analyze the results from the sessions that took place in February and March 2012 in Fort Benton, MT; Chattanooga, TN; and Los Angeles, CA.
Methods

Objectives
The community conversations were designed to engage a geographically and demographically diverse cross-section of the general public-including typically medically underserved and disengaged populations-in deliberations about the 5 strategies under active consideration by CDC and its partners to facilitate access to antiviral medications and information during future influenza pandemics. Our inquiry focused on the general acceptability of each of these strategies under 2 different scenarios: when the supply of antivirals is adequate and when antivirals are in short supply-a distinct possibility during a severe pandemic. touched on but not fully discussed given time constraints and because public perspectives on the allocation of scarce medical resources during pandemics have been the subject of previous investigations. 13 These sessions were not intended to produce consensus. Rather, they were intended to elicit a wide range of views about these strategies as well as to provide an opportunity for participants to generate their own ideas for public health authorities to consider during ongoing pandemic planning efforts.
This particular method of public engagement was derived from a prior IOM initiative to design a process that state and local public health departments can use to obtain meaningful community input on important policies and strategies during their formative stages. 12 As such, the process must be capable of implementation within the existing capacities of a typical public health agency. The purpose of this type of public engagement is not to test hypotheses about public opinion. Rather, its value lies in its ability to identify priorities defined by the public, as well as points of concern, potential implementation challenges, misunderstanding, or strong disagreement that public health authorities are likely encounter and should be prepared to address when promulgating or implementing policies.
In-depth study of the value of public engagement is beyond the scope of this article, but we would note that the outputs of public engagement processes similar to ours have been used with success to inform other emergency preparedness public health policies. For instance, federal guidelines for allocating pandemic influenza vaccine and for using nonpharmaceutical pandemic mitigation measures reflect the results of public engagement processes.
14,15
Session Characteristics
The community conversations took place in 3 geographically and demographically different locations: Fort Benton, MT (frontier rural, Chouteau County population 5,765); Chattanooga, TN (midsize urban/suburban, population 168,075); and Los Angeles, CA (large urban, population 3,797,144). 16 The Fort Benton session drew participants from throughout rural Chouteau County, including men from 2 colonies of Hutterites, an Anabaptist group that lives communally, dresses traditionally, and speaks German in its colonies. 17 Chattanooga's participants were recruited from the city and the immediate vicinity. The Los Angeles session was held in South Central Los Angeles and drew participants from a predominantly low-income African American and Hispanic neighborhood. In each location, the IOM partnered with local public health and community organizations that were charged with recruiting a mix of participants who represented the demographics of their community consistent with current US census data on age, sex, race, and ethnicity. These local partners also recruited table facilitators, note takers, interpreters, and other staff and advised the IOM on logistical considerations and strategies for achieving diverse participation in their communities.
Participant selection was not randomized; local partners employed various recruitment strategies, including outreach to community organizations with links to diverse constituencies, to encourage individuals to preregister and attend. To prevent exclusion of low-income community members, a $50 stipend was offered to offset participants' out-of-pocket expenses and acknowledge the gift of their time. This process was successful in recruiting participant groups that generally reflected the diversity of each of the 3 communities (Table  1 ). In alignment with other public engagement efforts, these sessions were not intended to yield randomized or representative samples that could be extrapolated to other populations, but rather to provide a snapshot of sentiments held by those 3 communities on the issues discussed. [12] [13] [14] [15] This study methodology was reviewed and deemed exempt by the Institutional Review Board (IRB) of the National Academy of Sciences as well as IRBs for the local partners.
Agenda and Tools
A mixed-methods approach was used to conduct the community conversations as summarized in Table 2 . All 3 venues used the same 4-hour agenda and program materials. (A complete set of these tools can be downloaded at [link to this Journal].) The sessions were directed by lead facilitators, who were IOM committee members with subject matter expertise. Other IOM committee members served as expert presenters who gave participants an overview of influenza pandemics, treatment with antivirals, and potential strategies for overcoming the challenges of getting antivirals and information to the public during pandemics.
Participants used Audience Response System (ARS) handheld keypad devices at several points to respond to: (1) questions about participant demographics, behaviors, and baseline beliefs; (2) a series of opinion statements (reflected in Tables 3-7 below) about strategies for accessing antivirals and information during pandemics; and (3) evaluation questions about the public engagement methods used during the session. The opinion statement survey was administered twice during the session: before any substantive discussion about pandemics and antiviral strategies (the ''presurvey'') and again near the end of the session (the ''postsurvey''). Participants also engaged in facilitated small group discussions about 2 scenarios: the first was designed to elicit opinions on the acceptability of alternative strategies for getting antivirals to the public when supplies are adequate; the second aimed at eliciting opinions about those same strategies when antivirals are scarce.
Participants were seated at tables of approximately 8, each of which was staffed by a facilitator and a note taker who were not professional researchers but who had been recruited from local health and community organizations. The table facilitators and note takers received training and program materials in advance, including the scenario exercises and highly structured templates for recording qualitative data. 18 They also participated in a 2-hour
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orientation session the day before each community conversation during which, through simulated scenario discussions, they received training on small group facilitation and practiced using specially designed data collection templates. In Los Angeles, 20 monolingual Spanish participants were accommodated at Spanish facilitated tables and with simultaneous translation of the large group content.
Data Collection and Analysis
Quantitative Data
The ARS opinion statements and questions were presented to participants on slides and also read aloud by the lead facilitator. Opinion statement response choices were structured on a 4-point Likert scale (strongly agree/agree/ disagree/strongly disagree). Using ARS handheld devices, most participants answered most questions; those who did not select an answer to a particular question were noted as nonresponders for that question. The Los Angeles session had the lowest response rate (72% to 79%) to the postsession statements as compared with response rates of 90% to 97% at the other 2 venues. Table facilitators in Los Angeles reported challenges faced by monolingual Spanishlanguage participants who struggled to keep up, possibly because of ineffective oral interpretation. Therefore, the views of this group may be somewhat underrepresented relative to other participants. The primary outcome variable was the proportion of participants who agreed or strongly agreed with each of the opinion statements presented near the end of each session. We used multivariate logistic regression to identify statements for which there were significant intergroup differences among venues, and to identify factors such as age, education level, health insurance status, prescription drug coverage status, and frequency of internet usage associated with differences in these proportions (controlling for venue). P-values are not corrected for multiple comparisons. Regression methods similar to these have be applied to data obtained in other public engagement processes. a The data in this table were self-reported by participants during the presurvey using audience response system (ARS) keypad devices.
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Qualitative Data During the small group scenario discussions, note takers recorded key points on the templates provided. Each table's participants also completed a form listing 3 major points they wanted to share with the room during the report out. 18 Additional note takers recorded the ideas presented during the report out and discussion. At the end of each session, participants were asked to complete a short written evaluation.
Note taker templates from each of the tables where participants were seated (for both the open discussion and the discussion of key takeaways for the report out session) were reviewed and manually coded by a single reviewer for consistency. We used manual coding (rather than coding software) because the number of templates was manageable, and we determined that a manual technique would allow the investigator ''to communicate and connect with the data.'' 19 The particular structure of the templates, on which note takers had received advance hands-on training, resulted in highly organized notes that facilitated the coding process. In all but a few instances, we found that the template data were legible, detailed, unambiguous, and relevant. Note takers occasionally recorded direct quotes without attribution to a particular speaker but, as instructed, usually summarized general ideas and themes.
Data codes were derived from the information provided by the participants. After coding each template, common patterns, categories, and themes were identified and aggregated onto a single template for each of the 3 venues. 20 The codes that were mentioned consistently across participants were clustered and identified as either major or minor common themes. Frequency of mention was the main consideration in the identification of themes. Importance of the issue, as indicated by inclusion in a table's report out notes, was also considered in designating a theme as major. All of these sources of data were coded using qualitative methods to identify major and minor themes from each venue and the 3 sessions overall. ''Major common themes'' describe similar points expressed by several participants at all 3 venues.
The qualitative data are central to an understanding of what participants thought about the various antivirals strategies and, most critically, why. The IOM previously has described these data in great detail. 2 Here we analyze the major themes.
Results
Alternative Antiviral Prescribing and Dispensing Strategies
Nurse Triage Lines (NTLs) The discussions yielded several major common themes about NTLs as a strategy for facilitating access to antivirals during a pandemic. Many participants noted that NTLs would offer most people convenient access to antivirals and that they could help contain the spread of disease by allowing sick people to secure advice and a prescription without leaving home. Most participants expressed strong confidence in the abilities and trustworthiness of specially trained nurses working under the supervision of a physician. Some participants expressed a preference that NTLs be locally operated and staffed to ensure that those staffing these telephone lines have an awareness of local conditions, culture, and sensibilities. Participants also generated their own ideas for enhancing this strategy, including allowing people to call the NTL on behalf of friends, neighbors, or family members who are too incapacitated to do it on their own. Asked to identify potential disadvantages of NTLs, a major common theme was that these hotlines could become overwhelmed, leaving callers frustrated by busy signals or long hold times.
When the scenario of antiviral scarcity was introduced, participants raised concerns about the efficacy and trustworthiness of NTLs. One major common theme was that callers might lie about their symptoms or otherwise ''game'' the system to acquire scarce antivirals for their family members or for resale on the black market. A related concern was the challenges NTL nurses would face in assessing a caller's honesty, verifying who has influenza, and enforcing any established prescribing priorities. Another major common theme was the possibility that certain populations would receive favoritism or face discrimination by NTL nurses. Notwithstanding these concerns, many participants noted that, even in circumstances of scarcity, the benefits of NTLs would outweigh the risks, given the likely inadequacy of normal prescribing channels during a pandemic. Consistent with the scenario discussion outputs, the ARS data (Table 3) indicate strong, widespread acceptance of NTLs in a pandemic response. Almost 9 out of 10 participants agreed that they would trust an NTL nurse to provide access to antivirals for them. Participants expressed somewhat less-but still high-agreement with a similar statement couched in terms of feeling safe. On the question of whether nurses staffing NTLs could safely provide access to antivirals for children, participant agreement dropped off, especially among participants without higher education. Likewise, participants at every session expressed lower trust in NTLs at times when antivirals are in short supply, possibly reflecting concerns about the potential dishonesty of callers. Participants who believed that current prescribing systems would not be adequate during a pandemic were even less likely to trust NTLs under conditions of antiviral scarcity. Nevertheless, a majority of participants at all 3 venues agreed that NTLs could be a safe, trustworthy mechanism for providing access to antivirals during an influenza pandemic-to both adults and children and regardless of whether antivirals are plentiful or scarce.
Pharmacist Prescribing under Physician Supervision
Participants were asked whether they would trust a pharmacist's assessment of whether or not they should take an antiviral. Participants also discussed the pros and cons of collaborative practice agreements, concerns they might have about going to a pharmacy to pick up antivirals during a pandemic, and suggestions for improving the strategy.
Many participants at each venue expressed a high level of regard for the pharmacy profession, referencing pharmacists' When not enough antivirals for everyone, would trust an NTL to get these drugs to the people who should receive them
All sites 56% Confidence in System: Ps who initially believed that the current system will serve them well in a pandemic more likely to agree (64%); Ps expressing lower confidence in the current system less likely to agree (47%) Chattanooga 57% Fort Benton 54% Los Angeles 56% P-value = 0.99 a Variables noted are for demographic and other participant characteristics found to be statistically significant (P-value £ 0.05). All variables noted are significant when controlled for each other. 
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Volume 12, Number 1, 2014trustworthiness and deep knowledge of prescription drugs. A common major theme was confidence in pharmacists' ability to perform this role if they are trained and provided with clear prescribing protocols. Another common theme was that face-to-face strategies with a pharmacist could lead to more reliable diagnoses and allow people to receive more personalized advice than is likely over the telephone.
One commonly noted disadvantage of the CPA strategy is that it could promote the mixing of sick and healthy people at pharmacies, potentially increasing the spread of disease and the risk that pharmacists themselves might be exposed to influenza and become ill. Another concern was that pharmacies could be ''overrun'' by people seeking antivirals, impeding dispensing of other critical prescriptions. Participants suggested a variety of strategies to overcome these challenges, including provision of personal protective equipment to pharmacy staff and customers, using drive-through windows or segregated areas to minimize contact between the healthy and the sick, and enlisting retired pharmacists and other medical professionals to expand capacity.
The ARS data also indicate very high levels of acceptance of CPAs as an alternative strategy for prescribing and dispensing antivirals during a pandemic. Slight significant differences were seen by venue and by initial confidence in current systems. Although Los Angeles participants expressed lower levels of trust in the CPA strategy, most participants in all 3 venues viewed pharmacist prescribing under the rubric of a CPA as acceptable (Table 4) .
Antiviral Pick-Up and Delivery by Community Contacts
Participants generally endorsed the strategy of encouraging community contacts (eg, family, friends, neighbors) to pick up prescribed antiviral medications from pharmacies and deliver them to ill people at home. Participants also lauded the strategy's potential contributions to disease containment and to strengthening community ties in general. During the scenario discussions, many participants commented that this approach requires that sick people have trusted contacts able to perform this role. Perceived disadvantages included an increased risk to the community contacts themselves (eg, exposure to influenza, security issues, and legal liability). Some participants at each session worried about possibly unreliable or dishonest community contacts, particularly at times when antivirals are in short supply.
Participants shared their own ideas for effective implementation, including organizing antiviral deliveries through existing networks of trusted community groups or first responders; enclosing clear printed instructions about antiviral treatment for people who will not have the benefit of face-to-face consultations with pharmacists; and developing a process to verify and record the identities of those making deliveries to ensure they have permission to pick-up another person's medication. Participant responses to the ARS statement about friends and neighbors picking up prescriptions for ill people were consistent with the discussion data, indicating broad overall support tempered by efficacy and safety concerns (Table 5) .
General Findings on Prescribing, Dispensing, and Distribution Strategies
The majority of participants agreed with the notion that during an influenza pandemic, people should be able to obtain antivirals outside normal channels, even if the alternative strategies entail some ''risk.'' Participants with lower levels of education and those who initially had voiced less confidence in existing systems were less likely to support 
Controlling for Venue
People who cannot get a doctor's prescription should be allowed to get antiviral drugs from a pharmacist who has a formal working relationship with a doctor.
All sites 94% Confidence in System: Ps who initially believed that the current system will serve them well in a pandemic less likely to agree (88%); Ps expressing lower confidence in the current system more likely to agree (98%). Age: Ps £ age 24 less likely to agree (80%) Insurance Coverage: Ps with health insurance more likely to agree (97%) than uninsured Ps (84%)
Would trust a pharmacist who has a formal working relationship with a doctor to decide if I should take an antiviral drug if could not get a doctor's prescription
All sites 92% Confidence in System: Ps who initially believed that the current system will serve them well in a pandemic less likely to agree (88%); Ps expressing lower confidence in the current system more likely to agree (98%).
Chattanooga 96% Fort Benton 97% Los Angeles 86% P-value = 0.04 a Variables noted are for demographic and other participant characteristics found to be statistically significant (P-value £ 0.05). All variables noted are significant when controlled for each other. 
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proposals that change how people can get antivirals, at least when the question was posed in terms of safety (Table 6 ).
Strategies to Inform the Public
Participants also deliberated on 2 novel strategies for using information technology-a website and a text-messaging tool-to provide specific information to the public about pandemic influenza.
Pandemic Flu Website
Most participants, especially those with higher levels of education, indicated interest in having access to a website offering self-assessment tools and information about prevention and treatment of pandemic influenza during a pandemic (Table 7) . During the scenario discussions, many participants cited the internet's wide accessibility and the fact that websites can be updated frequently with relevant information. Commonly referenced limitations of web-based strategies include the lack of internet service in some rural localities and the reality that some people do not have access to computers. Participants at all venues noted that it can be difficult to determine the reliability of website content. Several Chattanooga and Los Angeles participants questioned whether members of the general public could reliably self-assess their symptoms. Some Los Angeles participants also expressed concern that sick people who use public internet portals (eg, in libraries) could spread influenza.
In response to the question of whether a website's sponsor would matter, a common theme was that any sponsor must be a trusted broker of reliable information. Although opinion was mixed over preference for a government or private sponsor, more participants favored a government sponsor, while some considered that distinction irrelevant. Participants who preferred a government sponsor often cited the government's public health expertise and access to accurate information in contrast to the commercial and promotional goals of some private websites. Those who preferred a private sector approach noted either a particular trust in the ability of medical organizations (eg, hospitals) to sponsor such websites or a general 
Controlling for Venue
There should be ways for sick people to get prescriptions for antiviral drugs without waiting to see a doctor or nurse.
All sites 90%
No other significant variables Chattanooga 98% Fort Benton 97% Los Angeles 80% P-value b = 0.00
Even if there are small risks to changing the ways people get prescription drugs, it is better for more people to be able to get antiviral drugs in time.
All sites 94%
No other significant variables Chattanooga 93% Fort Benton 99% Los Angeles 90% P-value = 0.09
Would be safer to stick with the usual ways of getting prescription drugs even if some people won't get antiviral drugs in time
All sites 22% Confidence in System: Ps who initially believed that the current system will serve them well in a pandemic less likely to agree (6%); Ps expressing less confidence in the current system more likely to agree (36%). Education: Ps with college or graduate degrees less likely to agree (7%).
Chattanooga 9% Fort Benton 10% Los Angeles 39% P-value = 0.00 a Variables noted are for demographic and other participant characteristics found to be statistically significant (P-value £ 0.05). All variables noted are significant when controlled for each other. 
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Volume 12, Number 1, 2014distrust of government. Despite their relatively low levels of trust in government on other matters, participants at the Los Angeles venue expressed the highest level of support for government-sponsored websites. Their reasoning was similar to proponents of government sponsorship at the other venues but also was grounded in the idea that it is a government responsibility to provide free access to reliable information and advice during a pandemic.
Text Messaging System
Participants finally were asked to consider a mobile telephone text messaging system for people who have been prescribed antiviral drugs and have opted to receive an automated series of messages about their treatment. Major common themes were that text messaging would offer people-especially younger mobile phone users-a convenient source of supplementary information and reminders to take the antivirals as well as recorded advice to which they could refer back. Disadvantages noted by participants were that text messaging is not universally accessible and that high volumes of texting might overload phone systems. To maximize the value of cell phone tools, participants suggested that text messages come from a reliable source and that the service be provided at no charge to recipients. Another participant-generated idea was that the text messages include words of support to alleviate the discomfort and anxiety that sick people might experience during a pandemic. The text messaging strategy was generally very well received. It was particularly popular among participants who initially had expressed lower levels of confidence that the normal methods of prescribing antivirals would serve them well during a severe pandemic.
Evaluation Data
At the end of each community conversation, participants responded to a series of ARS statements that asked them to evaluate their experience with the public engagement process and tools themselves. 
Discussion
These community conversations were designed to engage the public in an inclusive and collaborative exchange of ideas about the alternative antiviral strategies early enough in the process for the CDC to consider the outputs in its policy deliberations. Unlike polls and other public opinion surveys, this method provides general public participants with a foundational understanding of a pressing public health policy challenge. Once informed, participants interact through deliberative exercises that help elicit shared priorities and values as well as the points on which they differ and why. The ultimate value of this research is the efficacy and credibility it can lend to final policies, which, in turn, may boost the public confidence and acceptance essential to cooperation during future pandemics. 21, 22 Across all 3 of our venues, large majorities of participants voiced strong support for each of the 5 alternative strategies for increasing access to antivirals and information about influenza during future pandemics. Participants also contributed suggestions for fine tuning these strategies and for overcoming obstacles to implementation-ideas that had not previously been considered by the ''experts.'' It bears mention that participants' optimism about the usefulness of NTLs in particular is consistent with the strongly positive experience reported by callers to the Minnesota FluLine during the 2009 H1N1 pandemic, the only 
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statewide NTL that has ever been implemented in response to a pandemic. 23, 24 An important theme voiced by participants across all sessions relates to using several simultaneous strategies-a ''layered'' approach-to facilitate access to antivirals. Participants recognized that no single strategy can solve the full range of problems that might emerge during a severe pandemic. 25 They could foresee the potential limitations of each strategy-for instance, the possibility that telephone triage lines could become overwhelmed, a situation that Minnesota's FluLine had to address during the H1N1 pandemic. 23 Yet, they understood that several of these strategies combined could enhance their efficacy. This realization may have been responsible for the high overall acceptability of the alternative strategies despite the noted deficiencies of each.
Participants' strongest reservations about the alternative strategies emerged in 2 contexts: when treating children, and when antivirals are in short supply. Concerns about children arose mainly in connection with the NTL strategy and were most often framed as uncertainty about the safety of antivirals for children-especially without an in-person medical assessment. Concerns about alternative strategies when antivirals are scarce related to the perceived difficulty of preventing worried or dishonest people from ''gaming'' the system, particularly if the assessment was conducted over the telephone without face-to-face verification of the person's identity and condition. Some participants foresaw the potential for dishonesty by unscrupulous community contacts charged with the responsibility to pick up and deliver an ill individual's medication. Participants' desire for built-in safeguards to prevent gaming of the system were expressed both in terms of the practical need to prevent systemic breakdowns and the ethical imperative to promote fair allocation of resources.
We noted statistically significant differences in opinion between different venues and also across subsets of participants with common demographic characteristics, behaviors, and baseline beliefs. The ARS data revealed lower levels of acceptance of certain strategies by those participants with lower levels of education or less confidence in normal prescribing and distribution systems, particularly at the Los Angeles venue. These quantitative findings are consistent with the qualitative results. For instance, in Fort Benton, strong overtones of trust in the ability of community members and leaders to execute a fair and effective response to a pandemic were evident throughout the discussion. In contrast, Los Angeles participants repeatedly expressed a general sense of distrust of authorities, including fears and expectations that their community would be neglected and therefore fare worse in a future pandemic. The opinions of the Chattanooga participants fell somewhere in between. This was an exploratory study, so the quantitative results derived from this effort should be interpreted cautiously and in context with qualitative findings. As already noted, the quantitative data and the regression analyses were not intended to test hypotheses but to identify when and how respondents tended to give similar or divergent responses.
During the end-of-session evaluation, most participants agreed that the community conversations methodology had allowed them to share their opinions about the issues at hand. Although not conclusive, these high marks suggest that participants' actual views are reflected in the data.
Limitations
None of the opinions, conclusions, and recommendations reported above should be construed as reflecting group consensus or representing views of the whole community where the discussions were held. Likewise, the presence or absence of discussion about any particular idea does not indicate support or opposition by an entire group.
The ARS presurvey data are not included here because the main purpose of the presurvey was to quickly engage participants and focus them on the issues at hand. The ARS postsurvey data, collected after participants had been provided with information and discussion opportunities, are included because they more likely reflect participants' informed opinions about the proposed strategies. They also contribute to an understanding of the substance and weight of the opinions expressed during the scenario discussions. These quantitative data should not, however, be viewed as more important than the qualitative discussion data, which often explain the ''why'' behind participants' viewpoints.
The views of monolingual Spanish-speaking participants in the Los Angeles session may be somewhat underrepresented in the ARS postsurvey data given their relatively lower response rate to those questions. We do not report data associated with several ARS questions that touched on ethical considerations related to the antiviral strategies in the context of scarce resources. Time constraints prevented deep deliberation on these issues, and no significance should be attached to the results. Finally, our data were not drawn from a random sample of the US population and thus should not be generalized beyond the specific participants of each session.
Conclusion
The value of community engagement lies in its ability to elicit and surface a range of attitudes, concerns, and areas of potential misunderstanding about strategies or policies that might be used during a future scenario or event. Findings from these community conversations are now being used by CDC and its partners to inform development of contingency plans for facilitating access to antivirals and information during a future severe influenza pandemic. Strategies that take community concerns into account and are consistent with community norms are more likely to be FAIN ET AL.
accepted by the public and successfully implemented when the need arises.
